INTRODUCTION
Non-Hodgkin's lymphoma (NHL) is a common cancer among Saudis, accounting for 6.9% of all newly diagnosed cancers in 2015. NHL is the second and fifth most common cancer among Saudi male and female population, respectively, with a ratio of 1.54:1. The age-standardized rate was 5.9/100,000 for males and 4.1/100,000 for females. The most common subtype of NHL is diffuse large B-cell lymphoma (DLBCL), accounting for approximately 51% of NHL among Saudi adults (240 males and 181 females). [1] 
METHODS
A committee comprising experts in hematology and medical oncology was established under the supervision of the Saudi Lymphoma Group and in collaboration with the Saudi Oncology Society. For collecting evidence, a literature search was carried out with relevant keywords using online database search engines such as PubMed/Medline, Web of Science and Scopus. In addition, expert opinion was considered when necessary. The levels of evidence used in developing this guideline were as follows:
• Evidence level (EL)-1 (highest), evidence from Phase III randomized trials or meta-analyses • EL-2 (intermediate), evidence from well-designed Phase II trials or Phase III trials with limitations • EL-3 (low), evidence from retrospective or observational studies/reports and/or expert opinion.
This easy-to-follow grading system is convenient for readers to understand and allows an accurate assessment of the guideline's applicability in individual patients. [2] 1. PATHOLOGIC DIAGNOSIS [9, 10] 1.7. In all cases with MYC rearrangement, BCL-2 and BCL-6 expression should be assessed by FISH 1.8. Detection of MYC and BCL-2 by IHC is not surrogate for MYC rearrangement; however, it is strongly recommended in all cases of DLBCL to identify patients with this dual expression, as they may benefit from a more aggressive therapy and central nervous system (CNS) prophylaxis (EL-3). [11, 12] 2. DIAGNOSIS AND WORKUP 
Dose modifications (CHOP-R)
4.3.1. In elderly patients aged >70 years, a 25% dose reduction of doxorubicin and cyclophosphamide in the first cycle is recommended. However, subsequent cycles should be given at maximum tolerable dose, with the aim of escalating to 100% of the dose (EL-3) [18] 4.3.2. When doxorubicin cannot be used due to risk of cardiac toxicity, it can be replaced with etoposide (R-CEOP) 50 mg/m 2 IV on Day 1, and 100 mg orally on Days 2 and 3 4.4. For discordant and transformed lymphoma, treatment must be directed at the most aggressive lymphoma. 4.5. For limited-stage composite indolent and aggressive lymphoma, treatment should be with CHOP-R plus IFRT. 4.6. Central nervous system prophylaxis 4.6.1 The risk of CNS relapse in aggressive lymphoma ranges from 1.6% to 5%. However, this risk can be higher (up to 50%) in patients with initial extranodal presentations (such as primary testicular lymphoma and paranasal sinus, orbital, epidural space, breast, kidney and adrenal involvement) or with poor prognostic features. [19, 20] Most of the studies were carried out before rituximab was introduced, and it is considered that rituximab use may have resulted in lower CNS relapse rates. Currently, there is no consensus on the best CNS prophylaxis (EL-3) [21, 22] 4.6.2 However, some studies recommended 2-4 cycles of high-dose intravenous methotrexate 3.5 g/m 2 given anytime between Days 10 and 14 of CHOP-R (EL-3). [23, 24] 
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